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£ Q00 | INITIAL COMMENTS F 000
Complaint Investigations #39308, #39320, and ‘
#39486, were completed on B/22/16 to 9/6/16, at
Clalborne and Hughes Health Center deficiencies
were cited for #39308 in relation to the complaints
under 42 CFR PART 483, Requirements for Long
Term Care Facilities. Complaints #39320 and
#39486 were not substantiated and deficiencies
ware cited unrelated to complaint.
F 241 483,15(a)) DIGNITY AND RESPECT OF F 241 F241
§8=p | INDIVIDUALITY The facitity will promote care for
vesidents in a manner and in an
The facility must pramete care for residents In a environinent that maintains or
manner and In an environment that maintains or enhances each resident’s dignity and
enhances each resident's dignity and respect in respect in the full recognition of his ar |
fult recognition of his or her individuality. her individuality, i

Corrective Action

I On 8/22/16 wet soiled linan
was removed from resident #6
room, pajama bottoms sent to
laundry, bed made with clean
sheets. Housekeeping
thoroughly cleaned room to
remove urine odor,

ghis REQUIREMENT is not met as evidenced
¥

Based on medical record review, abservation
and Interview, the facillty failed to maintaln the
dignity for 2 Resident's (#6 and 7) of 9 residents
raviswed.

The findings Included:

Soiled sheets and incontinence i
pad were removed i
immediately. Bed was made !
with clean sheets.

lousekeeping addressed {

Medical record review revealed Resident #8 was
admitted to the facility on 4/10/15 with diagnoses
including Blpolar | Disorder, Senile and Pre-senlle
Organic Psychotic Condition, Arteriosclerotic
Dementia, Chronic Organle Psychotic Condition,
Drug-induced Psychotic Disorder with
Hallucination, Vascular Dementla, and Mental
Disorder,

strong urine odor with a

thorough cleaning of resident

#7 roum which also removed

the strong urine odor from the ‘
i
i
|

hallway.
Medlcal record review of the Quarterly Minimum

Data Set dated 7/12/16 revealed Resident #6 was
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Any daficlency statement ending with an asterisk (*) denoles a deficlency which thé nslitution may bd eXeusgd from corracling praviding It is determined that
other safequards provide sufficiant protaction to the pallents, (See instructions.) Except for nursing hdmes, findings staled above are.discinsable 90 days

follawing the date of survay whether or nol a plan of corracllan Is provided. For nursing homes, the above findings and plans of correetion ara disclosable 14
tays following the date thege documents ara tade available to the facilily, If deficlencies are ciled, an approved plan of corraction is requisite t conlinyed
program parliclpation.

e v '(XG) DATE
i, PAmingrapr” s e

FORP CMS-2567(02-88} Previous Versions Obsolala Event 1D: TI3N1

Facility JO: TNgI01 If continuation sheat F’age_1 of _20



DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

PRINTED: 09/12/2016
FORM APPROVED
OME NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIRERISUPLPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING COMPLETED
o
445157 B. WING _, 09/06/2016

NAME OF PROVIDER OR SUP_PL[F-.'R

CLAIBORNE AND HUGHES HLTH CNTR

STREET ADDRESS, CITY. STATE, ZIP CODE
200 STRAHL STREET
FRANKLIN, TN 37084

SUMMARY STATEMENT OF DEFICIENCIES

able to make self understood and understood
others, was moderately cognitively impaired per
the Brief Interview for Mental Status ¢f 12 out of
18, no delirium, no change In mental status from
baseline, no exhibition of moods, na psychosis
demonstrated, no behaviors exhibl ted, requirec
supervision with set-up assistance for transfers
and toileting, and was always continent of bowel
and bladder.

Observation on 8/22/16 at 9:23 AM, in the hallway
outside Resident #6's room revealed a vary
strong urine odor, Further observation revealed
upon entering the room, the room was very warm,
the heater was on and the heater fan was set to
high. Further observation revealed Resident #6
seated on the side of the bed closest to the
heater unit, the bed had no sheets, and he was
facing the activated heater unit, Further
abservation revealed pajama bottoms, with a wet
crotch area, secured to the heater unit blowing
upward toward Resident #8 seated on the side of
the bed. Further observation revealed we! sailed

sheets on the floor agalnst the wall at the foot of
the bed.

Interview with Resident #6 on 8/22/16 at 9:25 AM,
in the resident's room, revealed when asked why
the pajama bottors were blowing in the air with
the heater on stated "...| have wealk kidneys and
had an accldent $o I'm drying them..."

Interview with the Director of Nursing on 8/22/16
at 9:35 AM, in Reslident #6's room confirmed the
roorn smelled strongly of urine and wet soiled
pajama bottoms were blowing upward from the
heater fan set on high toward Resident 45 seated
on the side of the bed closest to the heater unit.
Further Interview canfirmed the faclity falled to

audit of each resident’s room
was comipleted by DOM and the
Housekeeping Supervisor to
ensure each restdents dignity is
maintained as evidencel by no
further adors being noted, beds
tnade with clean linen and
soiled linen disposed of
properly. Corrections were
made as needed,

On 10/3/16 an all staff in-
service was started by the
Administrator vegarding
dignity and respect of all
residents in relation to

i
i
|
|
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) properly disposing of soiled .
F 241 Continued From page 2 F 241 linen, odors on halls and [
maintain the dignity of the rasident, resident rooms, appropriately
making residents bed with :
Medical racord review for Resldent #7 revealed clean linen and residents
admission to the facility on 11/15/95 with eating meals inan environment
diagnasis including Blindness Both Eyes and that is free of odors and soiled
Deaf-Non-speaking. linens,
Medical record raview of the Quarterly Minimum 4 UnitManagers, DON and
Data Set dated 7/26/16 ravealed Resident #7 had Administrator will conduct
absence of usafy hearing, absence of speech, environmental rounds daily to
no vision, required extensive assistance for ensure the environment is free
transfers and tolleting, and was always ofodovs, appropriate making of
incontinent of bowel and bladder, residents hiad with clean linen
_ and proper disposal of sniled
Observatlon on 8/22/16 at 9:20 AM, in the hallway linens is maintained. Through
outside Resident #7's room revealed a very these walking rounds all
strong urine odor. Further observation upon residents will be checked to 10/20/16
entering Resident #7's room, revealed Resident ensure their dignity and
#7 seated In a chalr with 75% (percent) respect is maintained.
consumed breakfast plate an the ovar-bed table Concerns will be corrected
in front of his chair. Further observation revealed Immediately. Findings and any
in front of the over-bed table with the breakfast lssues noted on the grievance
tray, was the resident's bed with wet saturated log will be reported daily to the
sheets and a wet and brown streaked daily QA meeting and
incontinence pad with a very strong ador of urine. reviewed moathly at the PI/QA !
meeling,
Interview with the Director of Nursing on 8/22/16
at 9:30 AM, in Resident #7's room confirmed the
urine odor was present, the bed sheets were i
sofled and wet while Resident #7's breakfast )
meal was consumed in the room. Continued
Interview confirmed Resident #7's dignity was not
maintained, |
F 253 | 483,15(h)(2) HOUSEKEEPRING & F253| F253 ,
85=D | MAINTENANCE SERVICES The facility will provide housekeeping
and maintenance services necessary |
The facility must provide housekeeping and to maintain a sanitary, orderly and ;
rnaintenance services necessary to maintain a comfortable interior.
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Corrective Action
F 253 | Continued From page 3 F 253 1. On8/22/16 Housekeeping
sanitary, orderly, and comfortable interlor. immediately conducted a
through cleaning of !
i ) resident #6 room, removed
g;)'ls vREVQUlREMENT is not met as evidenced the strong urine odor and '
Based on observation and intsrview, the facilty removed the black sticky |
housekeeping services failed to maintain 1 debris on floor
Resident's room (#6) in a sanitary manner of 32 2. On8/22/16 a walking
occupied rooms on the first floor. round audit of each
; resident’s room was
The findings Included: completed by DON and
eel 0 i
Medical record review revealed Resident #6 was {(])U;l::l\le; l:';;”,ﬁ:'g;' M
admilted to the facllity on 4/10/16 with dlagnoses rde N — Forts ble
including Bipolar | Disorder, Senlle and Pre-senile o erly ahd comlortable
Organic Psychotic Condition, Arteriosolsrotic nteior. Any other |'
Dementia, Chronic Organic Psychotic Condition, concerns were addressed i
Drug-Induced Psychotic Disorder with and corrected immediately.,
gal!uzlnau'un, Vascular Dementia, and Mental 3. On 10/3/16 an in-service
isoraer. for all staff was started by
Observation on 8/22/16 at 9:23 AM, In the hallway t_he,A_d{mmm ¢ ol
outslde the room of Resident #6 ravealad a very regacding the importance of
strong urine odor. Further observation revealed maintaining sanitary
the floor between the bed and the heater unit was conditions and keeping the
sticky when walked on and black debris was facility free of odors,
present. 4, Housekeeping Supervisor
Interview with the Director of Nursing on 8/22/16 o ,?Cﬁldc?“e';”j‘;c;‘gﬁie‘g;;'l 10/20/16
at 9:35 AM, in Resident #6's room, confirmed the . .
room-smelled strongly of urine, the floor was rounds daily to ensure |
sticky and the DON notified housekeeping, absence of odars and
F 282 | 483.20(K)(3)(il) SERVICES BY QUALIFIED F 282 cleanliness of facility is
$8=D | PERSONS/PER CARE PLAN maintained. Concerns will
be corrected immediately.
The services provided or arranged by the facility Findings will be reported to
must be provided by qualified persons in the daily QA meeting and .‘
accordance with each resident's written plan of reviewed monthly at the |
PI/QA meeting. s
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care,

This REQUIREMENT s not met as evidenced
by.

Based on facility policy revlew, medical record
review, observation, interview, and pharmacy
data review, the facility failed to follow the care
plan to administer the tube feeding and flushas as
ordered for 1 Resident (#1) of 9 residents
reviewed.

The findings included:

Review of facility policy, Tube Feeding-Hydration,
undated revealed "...Purpose; To provide proper
hydration, via a feeding tube...Standard:
Physician orclers for tube feedings should include
the amaunt of water to be glven each
day...Process: Record the cc's [cubic
centimeters]... The amount of water given at each
ordered flush, along with the total amount given
each day is documented..."

Review of the undated facllity policy entilled
"Intake and Qutput Measurement of Fluids"
revealed "...Purpase: To provide an accurate
record of the resident's intake and
output...Process: Flulds from...tube feadings is
calculated and racorded by the licansed nurse..."

Medical record review revealed Resident #1 was
admitted to the facilty pn 3/4/16, and readmitted
on 8/18/16 with diagnases Including Quadriplegia,
Bilateral Lower Extremity Deep Vein Thrombosis
and Embolism, Gastrostomy, Disease of
Esaphagus, Chronic Pain, Obasity, Anxiety,
Depression, Seizures, and Pressure Ulcer,

The services provided or arranged by
the facility will be provided by
qualified persons in accordance with
pach resident’s written plan of care.

L On 8/22/16 the order for
automatic Aush was changed to
gravity flush per MD order for
restdent K1
The facility reviewed Diat Flow
Sheet form and there were ng
negative outcomes from failure
to document on 8/16/ 186,
8/17/16,and 8/19/16 for
resident #1.On 8/18/16,
8/20/16,and 8/21/16 there
were no negative outcome due
to arte formulary and one flush
being documented on far
resident #1,
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Medical record review of the care plan with the
original date of 3/12/16 and updated 6/14/16
"...Resident is on tube feeding..." revealed "...and
Flushes as ardered,.."

Medical record review of the Physician Orders
dated 8/1/16 to 8/31/16 revealed the tube feeding
formula was Isosource 1.5 calorie concentrate at
70 cc for 22 hours, Water Flush Auto per pump at
52 cc per hour for 22 hours, and water 30 ml
before and after each medication pass.

Observation on 8/22/16 at 12:18 PM revealed
Resident #1 in bed In his room, a tube feading
formula, sosource 1.5 Calorie, was In a bag on a
pole'with 600 mililiters (ml) in the bag and the
pump was set at 70 cc (cubic centimeters) per
hour. Further observation revealed no water flush
bag was hung on the pole.

Interview with Licensed Practyical Nurse (LPN)
#4 on 8/22/16 at 12,22 PM at the 1 West nursing
station revealed when asked if the LPN had
provided water flushes stated "...| have provided
water with medications,.." When asked If the LEN
had done any other water flushes the LPN
checked the physician orders and stated "... we
don't have auto flush bags for awhile now..."
When asked what awhile meant the LPN stated
"...months at least..." Further interview with LPN
#4 at 12:58 PM at the 1 West nursing station
when asked if any water flushes wara
administered stated '...No, we don't have auto
flush..." When asked how he was calculating or
accounting for what the resident needed for the
flush stated "...I have a problem,.."

Medical record review of the 8/20186 Diet Flow
Sheet form beginning from the readmission on

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION 5HOULD BE COMPLETION
TAG REGULATORY OR L.8C IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE Dave
DEFICIENCY)
F 2B2 | Continued From page § F 282

M

OnB/22/16 an audit was
completed by the DON for all
tube feeding residents tg
Ensure an order for gravity
flush is in place. All tybe |
feading residents plan ol care
was audited and updated to
reflect gravity Qus),

Anaudit on the diet flow sheat
form was condycted for all
tube feading regidents by tha
unit managers, findines wepo
presented at the QA meeting,
All licensed nurges wero in.
serviced on 8/22/16 regarding
following MD arder and
documentation of (lushes on
the Diet Flow Sheet in the Tubie
feeding section for nurses, An
In-service was also started for
all licensed nurses regarding
following the plan of care,

An audit will be conducted on
all residents with tube feeding
and any new admission
residents with tube feeding to
ensure that orders refapt
water fushes via gravity,

The Diet Flow Sheat form will
be audited daily by the unit
Managers to ensure
compliance findings will be
reviewed by the PIL/QA meeting
monthly

10/20/16

|
|
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Continued From page 6

8/16/16 revealed no documentation an 8/16/1 B,
8/17/18, and 8/19/16; and on 8/18/16, 8/20/16

and 8/21/16 one formulary and one flush was
documented.,

Interview with LPN #8, on 8/22/16 at 5:12 PM at
the 1 Wast nursing station after reviewing tha
812016 Diet Flow Sheeat form confirmed the facllity
failed to fill out the form comptetely.

Interview with the Director of Nursing (DONY, on
B/24/16 at 8:26 AM, in the Busingss Office
Manager (BOM) office, confirmed the facility
failed to follaw the facility policy to document the
intake of the fluids every shift and failed to follow
the physician order and care plan to provide tube
feeding and flush as ordered.

483,26 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosocial well-belng, in

accardance with the comprehensive assessment
and plan of care,

This REQUIREMENT s not met as evidenced
by:
Based on facllity policy review, medical record
review, observation, interview, and pharmacy
data review, the facility falled to follow the
physician order to administer the tube feeding
and flushes as ordered for 1 Resident (#1); and
failed to follow physician orders for medication for
1 Resident (#2) of 9 residents reviewed,

282

F 309

5

E309

Bach resident will receive and the
facility will provide the necessary care
and services to attain or maintain the
highest practicable physical, mental,
and psychosocial well-being, in
accordance with the eomprehensive
assessment and plan of cave.

|
E
|
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Medical record review revealed Resident #1 was
admitted on 3/4/16, facility discharge on 8/2/16
with readmission to the facllity on 8/16/16 with
diagnoses including Quadriplegia, Bllateral Lower
Extramity Deep Vein Thrombosis and Embolism,
Gastrostomy, Disease of Esophagus, Chronic
Pain, Obesity, Anxiety, Depression, Seizures, and
Pressure Ulcer,

Medical record review of the Physician Orders
dated 8/1/16 to 8/31/16 revealed the tube feeding
formula was |sosource 1.5 calorie concentrate at
70 ce for 22 hours, Water Flush Auto per pump at
52 ce per hour for 22 hours, and water 30 ml
before and after each medication pass.

Observation on 8/22/16 at 12:18 PM revealed
Resident #1 in bed in his room, a tube feeding

formula, [sosource 1.5 Calorie, was in a bagona

|
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Corrective Action |
F 309 | Canlinued From page 7 F309| 1a  OnB/22/16 the order for ‘
automatic fush was changad to l
The findings in¢luded: gravity flush per MD order for '
resident #1.
Raview of facility policy, Tube Feading-Hydration, The facility reviewed Diet Flow
undated revealed "..,Purpose; To provide proper Sheet form and there were no
hydration, via a feeding tube...Standard: negative outcomes from failure
Physician orders for tube feedings should include to document on 8/16/16,
the amount of water to be glven each 8/17/16,and 8/19/16. On
day...Process: Record the ¢e's [cubic 8/18/16,8/20/16, and
centimeters]...The amount of water given at each 8/21/16 there were no
ordered flush, along with the total amount given negative outcome due to one
each day is documented., " formulary and one flush heing
documented on.
Review of facility poticy, Intake and Qutput
Measurement of Fluids, undated revealed b, On8/22/16 resident #2
"...Purpose: To provide an accurate record of the received medication as .
resident's intake and output...Process: Flulds ordeved, i
from...tube feedings is calculated and recorded
by the licensed nurse..." 22, OnB/22/16 anaudit was

completed by the DON for all
tube feeding residents to
ensure an order for gravity
flush is in place. There were no
other residents affected by not J
having the automatic flush in \
plare
An audit of the diet flow sheet
form was conducted for all
residents by the unit managers
to ensure completeness in
regards to documentations, |
There were no other resicdents :
affected due to not having :
complete documentation of the i
diet low sheet form. findings
will be presented at the QA ]|
|
|

meeting,
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pole with 60Q milliliters (ml) in the bag and the
pump was set at 70 ¢¢ (cublc centimeters) per
hour, Further observation revealed no water flush
bag was hung on the pole.

Interview with Licensed Practical Nurse (LPN) #4
on 8/22/16 at 12;22 PM at the 1 West nursing
station revealed when asked if the LPN had
provided water flushes stated ...} have provided
waler with medications..." When asked if the LPN
had done any other water flushes the LPN
checked the physician orders and stated ... we
don't have aute flush bags for awhile now..."
When asked what awhile meant the LPN stated
"...months at least..." Further interview with LPN
#4 at 12:58 PM at the 1 West nursing station
when askad If any water flushes were
administered stated “...No, we don't have auto
flush..." When asked how he was calculating or
accounting for what the resident needad for the
flush LPN #4 stated “...1 have a problem...” LPN
#4 confirmed they had not administered 52 ml per
hour flush as ordered.

Medical record review of the 8/2016 Diet Flow
Sheet form, where they document tube feeding
and flush ml every shift, beginning from the
readmission on 8/16/16 revealed no
documentation on 8/16/16, 8/17/16, and 8/19/16;
and on B/18/18, 8/20/16 and 8/21/16 one
farmulary and ene flush was documented.

Interview with LPN #5, on 8/22/16 at 5112 PM at
the 1 Waist nursing station, after reviewing the
8/2016 Diet Flow Sheet form confirmed the facility
failed to fill out the form completely.

Interview with the Director of Nursing (DON) on
B/24/16 at 8:25 AM, in the Business Office
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. b, Anaudit was completed by the
F 309 | Continued From page 8 F 309

Unit manager on 9/27/16 ta
ensure all physicians orders
were initiated timely for all
residents. Any negative
findings were corrected
immediately, Findings will be
presented at QA/Pl meeting

All licensed nurses were in-
serviced by the DON and Unit
Managers on 8/22/16
regarding following MD

order and documentation of
flushes. An in-services was
started on 10/5/16 by the DON
with all ficensed nurses
regarding notilying MD to
obtain a new order to match
the facility protocol for tube
feeding water flush by gravity,
The protocol is to use the
gravity method instead of using
the auto flush method.
Anin-service was conducted by
unit manager and DON
regarding following MD

orders and initiating
medication timely per MD
order as evidence by Licensed
nurse obtaining a telephaone

|
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Review of the pharmacy data ravealed on 8/2/16
the pharmacy received the telephone order dated
7130016 and sent the order to the back-up
pharmacy. Further review revealed the back-up
pharmacy delivery ticket for the nitraglycerin
patch was deliverad to and received by the faoility
on 8/2/16,

Interview withh LPN #3 on 8/24/16 beginning at

| 8:55 AM, in the BOM office revealad she wrote

A BUILDING COMPLETED
C
445157 8. WING 09/06/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
200 STRAHL. STREET
B E c
CLAIBORNE AND HUGHES HLTH GNTR FRANKLIN, TN 37064
(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x3)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) i
F 309 | Continued From page 9 F 309 order, follow the authorizs.:d
Manager (BOM) office confirmed the facllity failed we b Lo E
to follow the facility policy to document the intake ?elgﬂlokne c;riel_
of the fluids every shift and failed to follow the :
2:5’;:;:2;Fd3r Didabibe feeding and flush 44, Anaudit will be conducted by
: the Unit Managers on all
Medical record review revealed Resident #2 was ;;S(; c,lﬁf‘ tfﬂl;‘:\lfh,l%ieg:gi'ng
admitted to the faclity on 6/24/16 with diagnoses residente with tube fasaig to
including Chranlc Kidney Disease Stage 3, ensure that ovders reflect |
Coronary Artery Disease, Diabetes Mellitus, water flushes via gravity '
Psychosis, and Dementia. The Diet Flow Sheet form will
Observation on 8/22/16 at 9:05 AM revealed :}fﬁ;‘i‘ffsdtf,v‘e‘;’iﬁf yithe uie
Resident #2 In her room with a patch visible on Con][;fet',_,nes, findings will be
1 ] H o 2 = y
her chest and "8/22" written on the palch, reviewed by the PI/QA meeting
3 monthly
Medical record review of the Physician's , b ehacke far -
telephone order dated 7/30/16 revealed “...Nitro g Ch;' L Ché-hkb fog a11y|l1?lbvb
patch [patch with Nitroglycerin for cardiac 2# Erswi C()m:;cl ; Cgly ypm .’
. . \ arge nurse ana cdouble i
;ﬁr}glgﬂ] (3.2 mg [milligrams)/hr [per hour] 1 daily checked by the Unit Managers !
daily to ensure immediate
Medical record raview of the 8/2016 Medication 'Cm“ai'i'icffﬁm Or.‘: le;s “j
Administration Record revealad .. Rx fO{UGPS Ll‘ d“'T e d f}conbe
[prescription) date of 8/2/16 for Nitroglycerin [z:mt“a ﬁf{j wilelli g ey )
Transdermal 0.2 MG/HR [mllligrams per haur] il b St,wwed{; the PLIOA 10/20/1
patch 24 HR..." Further review revealed the patch s«
was initially administered on 8/4/16, 2
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Continugd From page 10

the telephone order dated 7/30/18. Further
intervlew revealed the nurse misdated the phone
order and it was really written on 8/2/16. Further
Interview confirmed the facility failed to follow the
physician order by failing to administer the
medication upon receipt by the facillty on 8/2/16.

483.25(g)(2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facllity must ensure that -

(1) Aresident who has been able to eat enough
alone or with asslstance is not fed by naso gastric
tube unless the resident ' s clinical condition
demonstrates that use of a naso gastrie tube was
unavaidable; and

(2) Aresident who is fad by & naso-gastric or
gastrostomy tube recelves the appropriate
trealment and services to prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal

ulcers and to restore, if possible, normal ealing
skills,

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, medical record
review, observalion, and Interview, the facility
failed to label the tube feeding formulary bag, and
failed to document the amount of formula and
flush administerad for 1 Resident (#1) of 9

F 309

F 322
F322

Based on the comprehensive
assessment of a resident. The facility
will ensure that (1) A resident who
has been able to eat enough alone or
with assistance is not fed by naso
gastric tube unless the resident’s
clinical condition demonstrates that
use of a naso gastric tube was
unavoidable

(2)  Avresident whoisfed bya
naso-gastric or gastrostomy tube
receives the appropriate treatment
and services to prevent aspiration
pneumonia, diarrhea, vomiting, N
dehydration, metabolic abnormalities,
and nasal-pharyngeal ulcers and to
restore, if possible normal eating
skills.

«

|
j
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Corrective Action
F 322| Continued From page 11 F 322 L On8/22/16 the DON
residents reviewed, immediately labeled the tube
feeding formulary bag with the
The findings includsd: time the formulary was started
for resident #1, The Lube
Review of facility policy Tube Feesding-Hydration, feeding bay was already
undated revealed "...Purpose: To provide proper labeled with resident's #1
hydration, via a feeding tube..,Standard: name, date started and the rate |
Physician orders for tube feedings should Include o be administered. The ;
the amount of water to be given each . amount of formula ]
day...Process: Record the c¢'s [oubic gclrmrustemd and flushes were
centimeters]... The amount of water given at each ;""”””"”tmj on the Diet Flow
ordered flush, along with the total amount given Sheet. ,
each day is documented..." The Eacili ) . i
he facility reviewed Diet Flow
Review of facllity palicy Intake and Output Sllifﬂ.ﬁ]m‘ and there were no
Measurement of Fluids, undated revealed 1 Barive outcomes from failure
“...Purpose: To provide an accurate record of the 8‘}?2%??'“!";‘ {i{ lf{f 16,
resident's Intake and output... Process: Fluids 8718716 Dge /19/16.0n
from...tube feedings is calculated and recorded / /16,8/20/16,and
by the ﬁcensed nursa..." 8/2 1/[6 there wereg no
negative autcome due to one
Medical record review revealed Resident #1 was formulary and one flush heing
admitted on 3/4/16 and readmitted on 8/16/16 documented on,
with diagnoses including Quadriplegia, Bilateral On8/23/16, the DON
Lower Extremity Deep Vein Thrombosls and ln1xilegl|e1t'el:\/ documented the
Embolism, Gastrostomy, Disease of Esophagus, tate of administration on the
Chrenlic pain, Obesity, Anxiety, Depression, label.
Seizures, and Pressure Ulger.
Medical record review of the Physician Orders
dated 8/1/16 to 8/31/16, with Licensed Praclical
Nurse (LPN) #4, at the nursing station on 8/22/16
at 12:23 PM, revealed the tube feeding formula
was lsosauree 1.5 calorie concentrate at 70 cc for
22 hours, Water Flush Auto per pump at 52 cc
per hour for 22 hours, and water 30 ml before |
and after each medication pass. i
Observation on 8/22/16 at 12:18 PM, revealed i
FORM CMS-2667(02-89) Previous Verslons Qusolais Event (D: T33N11 Facility 10: TMS404 If continuation sheet Page 12 of 20
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Resident #1 in bed in his room, with 800 ml's of
tube feeding formula In a bag hanglng on a pole.
Further review revealed the formula bag label did
not indicate the time of starting the feeding, the
formula ordered, the rate it should be set to be
administerad or the initials of the nurse, Further
observation revealed no water flush bag was an
the pole.

Tube feeding formula at 70 cc for 22 hours would
provide 1540 ce per day and the water flush at 52
cc for 22 hours would provide 1144 cc per day.
The medleation flush would vary depending on
the number of medications administered.

Interview with LPN #4 on 8/22/16 at 12:22 PM, at
the 1 West nursing station revealed when asked
If water flushes had been provided LPN #4 stated
"...| have provided water with medications..."
When askad if the LPN had done any other water
flushes the LPN checked the physician orders
and stated "... we don't have auto flush bags for
awhile now..." When asked what awhile meant
the LPN stated “...months at least...” Further
interview with LPN #4 at 12:58 M at the 1 West
nursing station when asked if any water flushes
were administered LPN #4 stated ",..No, we don't
have auto flush..." When asked how he was
calculating or accounting for what the resident
needed for the flush LPN #4 stated "...| have a
prablem..."

Medical record review of the 8/2018 Diet Flow
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F 322 | Continued From page 12 F 322 2, O0n8/22/16 anaudit was

Sheet form from the readmission on 8/16/16 110/20/16
revealed no documentation on 8/16/16, 8/17/16,

and 8/19/16; and on 8/18/16, 8/20/16 and 8/21/16 |

ane formulary and one flush was documented,

Interview with the Director of Nursing (DON) on P

conducted by the DON for all
tube feeding residents to
ensure that all formula bags
are labaled with Date, time |
started, rate of flow, patients
name and nurses initials, and
what is being infused,
Anauditof the diet flow sheet
form was conducted for all
tube feeding residents by the
unit managers to ensure
completetion, findings were
presented at the QA meeting,

3. An in-service was conducted by
the DON on 8/22/16 forall
licensed nursas regarding
proper labeling of e feeding,
tube feeding documentation
and watec intake on the diet
flow sheet for tube feecling
patients, |

4 Labels for tube feeding
residents will be audited daily
by the Unit Managers to ensure
complete labeling, The Diet
Flow Sheet form will be
audited daily x 4 weeks and
then weelkly by the unit
managers to ensure i
compliance, findings will be
reviewed by the PI/QA
meeting munthly
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F 322 | Continued From page 13 F 322

8/22/18 at 3:15 PM, in the Business Office
Manager (BOM) office, revealed when askad
what the DON expected nursing staff to write on
the tube feeding formulary bag when it was hung
and administered stated "..| expect label to have
the name of the resldent, date and time it was
started and the rate to be administered..."

Interview with LPN #5 on 8/22/16 at 5:12 PM, at
the 1 West nursing station, after reviewing the
8/2016 Diet Flow Sheet form confirmed the facllity
falled to fill out the form complately.

Observation on 8/23/16 at 8:15 AM, revealed
Restdent #1 in bed and the tube feeding formula
bag with the labal including the resident's name,
date, start time, and Initials, Further review
revealed no rate of admin|stration was
documented on the label,

Interview with the DON on 8/23/16 at 10:00 AM,
in the BOM office confirmed the DON had
chacked the tube feeding formufary bag and the
label did have some information "...but was
missing the rate.,."

Interview with the DON on 8/24/16 at 11:00 AM.,

in the BOM office confirmed the facility failed to

document on the diet flow sheet for tube feeding
and fAuids,

Interview with the DON on 8/24/16 at 8:25 AM, in
the BOM office canfirmed the facility failed to
follow the facifity policy to document the intake of F465
ug ﬂ#[d: every shift E 46 The facility will provide a safe,

e p( ) . functional, sanitary, and comfortable
$5=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL i ot For residents. staff and
E ENVIRON environment for residents, staff an |
the public.
FORM CMS8-2567(02-09) Previcus Varslons Obsalale Event 10; T3aN1 Facifity ID: TMR401
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The facility must provide a safe, functional,
sanitary, and comforlable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by

Byased on observation and interview, the facility
falled to maintain 4 of 4 first floor showers of &
total showers and 1 Resident (#1) room of 32
occupled rooms on the first floor in a safe
manner.

The findings included:

Medical record review ravealed Resldent #1 was
admitted on 3/4/16 abd readmitled on 8/16/16
with diagnoses Including Quadriplegla, Bilateral
Lower Extreraity Deep Vein Thrombosis and
Embolism, Gastrostomy, Disease of Esophagus,
Chronic pain, Obesity, Anxiety, Deprassion,
Selzures, and Pressure Ulcer.

Observation on 8/22/16 at 8:55 AM and 12:18
PM, revealed Resident #1 in bed in his toom, 2
tube feeding formula was belng administered via
a bag an a pole with 3 rusted legs. Further
observation revealed the wall, to the right side of
the healer/air conditioner unit was wrinkled and
wet to the touch from the bottorn of the window
sill to the floor.

Interview with the Director of Nursing on 8/22/16
at 8:43 AM, In Resident #1's room confirmed the
wall was wet and wrinkled to the right of the
heater/air conditioner unit,

Intervlew with the Maintenance Director on

SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (x5)
éﬁg;& (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE corvg*ALTEETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
Corrective Action
F 465 | Gontinued From page 14 F 465

La
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Facility 10 *

On8/22/16 resident #1's tube
feeding pole with the rusted
legs was Immediately replaced
by the unit manager
On 8/22/16 the wrinkled and .
wet wall to the right side of the |
heater/air conditioner in
resident # 1 room was
imimediately repaired by
maintenance. A roofing vendor
came to inspect the roof for
leakage
The shower room on 1 East |
closest to room 125 was :
flushed and thoroughly i
cleaned by housekeeping, The |
dead winged insect and the
wadded up glove was
immediately removed from the
second shower room closest to
the nursing station on 1 East.
The soiled linen on the floor
was immediately removed and
shower seat thoroughly
cleaned by housekeeping in the
shower room on 1 West, :
The urine filled commode was i
flushed and soiled towels !
removed immediately in the f
|
1

shower room on the left closast

to the nursing station on 1 East,
On8/22/16 an audit of all
shower rooms were conducted
by the Housekeeping
supetvisar to ensure that the [
environment was safe and age 15 af 20
sanitary.
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The facility must provide or obtain laboratory
services to meet tha needs of its residents. The
facility Is responsible for the quality and timeliness
of the services.

This REQUIREMENT s not met as evidenced
by:
Based on facility polley review, medical record

daily to ensure the safety and
cleanliness of facility is
maintained. Concerns will be
corrected immediately,

Findings will be reported to the

daily QA meeting and reviewed
monthly at the PI/QA meeting,

'
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On 10/4/16 all tube feeding
F 465 | Continued From page 15 F485|  poles were checked by central
8/22/16 at 11:55 AM, in the Busliness Office supply to ensure poles
Manager offica stated "...there was a roof leak were free of rust or issues.
and that's why the wall is wet...".
Observation on 8/22/18 during the initlal facility pll exiqniopyally weggangiied |
tour revealed the following: by the maintenance Dii ECtO‘l on i
1.) At.8:45 AM-The shower rooms an 1 East. The 8/23/16 tv ensure all exterior
shower room closest to room 125 was not walls were intact and free from
occupled, had feces In the commode, and a water damage
browrt staln on the floor in front of the commode. 3, On 10/3/16 An in-service was
The second shower room closest to the nursing ' started by the DON with all
station on 1 East was not occupied, had a dead .
inged insect on the floor and a wadded up glove il i
gn the sink. maintaining a safe clean
2.) At B:50 AM-The shower rooms on 1 West. environmentin regards to
The shower room on the right was not occupied proper disposal of soiled linen
and had soiled linen on the floor and a brown and trash, prompt flushing for
stain on the shower seat. The shower room on disposal of waste, all staff's
the left, closest to the nur_s!ng station on 1 East, responsibility to pick up debris
was not ocoupied, had urine In the commode, and when noticed as well as
solled towels on the floor. . } N
l'CpO[‘tl ng madintenance
Interview with the Director of Nursing, on 8/22/16 concerns to ensure safety and
beginning at 9:45 AM, after observing both 1 East clean environment.
showers and 1 unoccupied shower on 1 Waest, 4, Housekeeping Supervisor,
canfirmad the facility falled to maintain the Maintenance Director and 1
environment in a safe manner. Administrator will conduct ¢ 10/20/16
F 502 | 483.75()(1) ADMINISTRATION F 502 e /20/
88=D
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F 502 | Continued From page 16 F&02]  The facility will provide or obtain
review, interview, and pharmacy data review, the taboratory services to meet the needs
facility failed to follow physiclan orders for of its residents. The facility is i
laboratory tests for 1 Resident (#4) of 9 residents responsible for the quality and {
reviewed, timeliness of the services. '
The findings Included: Corrective Action
L. On B/25/15, the DON
Medical record review revealed Resldent #4 was immediately obtained an
admitted on 3/17/18, and readmitted on 7/28/16 order for the lab work fur
with diagnoses Including Schizaphrenia, resident #4.
De.mentia“ Anxiety, Disturbance of Conduct, and 2. 00 10/3/16 an audit was
Seizure Disorder. started for all residents
Medical record review of the Consultant leL,EIYmg l"‘,‘b,s requested
Pharmacist Recommendation to Physician form berp ]arm%ﬁy ) .
dated 10/19/15 revealed "...resident is currently ecommENEaHORIto.Cis e
taking Divalproex Sprinkles 125 mg 8 capsules at that current labs were
bedlime. The usual monitored tests are Valprole being obtained per MD .l
Acld...Please consider ordering baseline labs and order. = ‘
repeat every six months..." Further review 3 On 8/25/16 an in-service
revealed the hand written notation *,,.CMP was conducted by the DON
[Comprehensive Metabolic Panal] + [and) for all licensed nurses
Depakote level ¢ [every] 6 months..." regarding processing
pharmacy
Medical record review of the laboratory data recommendations.
revealed no laboratory results for a CMP and Procedure: The DON will
Depai(ote level in 10720115, receive the pharmacy
recommendation. The Unit
Interview with the DON on 8/25/16 at 12:25 PM, Managers will notify the
In the BOM office confirmed the facility failed to MD regarding the
write the phone order for the 10/19/15 accepted reéom‘fmmmm& The MD
pharmacy recommendation for lab work and will accept or decline the
falled to obtain the lab work. recommendation of
Interview with Resident #4's Physiclan on 8/25/16 pharmacy. If there are no
at 3:00 PM, in the second floor dayroom changes nursing will '
confirmed the wilting on the 10/19/15 pharmacy document no changes noted
recommendation was hls and his expectation was and file. If.cl'themges— 'tlhm;l |
i 0 t o de d nursmg witl transcribe the
for the facllity staff to write a telephone order an L ordor and process
FORM CMB-2867(02-89} Previous Versions Qbsolels Event 10: Ta3N41 Facility
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The facility must maintain clinical records on each
resident in accordance with aceepted professional
standards and practices that are complete;
accurately documented; readily accessible: and
systematically organized.

The clinical record must contain sufficlent
information to identify the resident; a record of the
residenf's assessments; the plan of care and
services provided; the resuits of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by

Based ch medical record revlew, observation,
and interview, the facility failed to maintain
accurate and complete medical records for 3
Residents (#2, 4, and 8) of @ records reviewed.

The findings Included:

Medical record review revealed Resldent #2 was
admitted to the facllity on 6/24/16 with diagnoses
including Chronic Kidney Disease Stage 3,
Coronary Artery Disease, Diabetes Mellitus,
Psychosis, and Dementia,

Medical record review revealed Resident #2's
Brief Interview for Mental Status (BIMS)
scored14/16,+which revealed the resident was
cognitively intact.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
445157 8. WING 09/06/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
200 STRAHL STREET
S
CLAIBORNE AND HUGHES HLTH CNTR FRANKLIN, TN 37064
(X4) 1D SUMMARY STATEMENT QF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (X3)
PREFIA (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE OATE
NEFICIENCY) {
F 502 | Continued From page 17 F 5602
"...do what was ordered.,." 4, Residents with labs
F 514 | 483.75(1)(1) RES F 514 requested per pharmacy
s8=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB recarnmendation will be
LE monitored by the Unit

Managers monthly through
crosschecking the original
recommendations by the
orders recelved from the
MD. Any recommendations
unresolved will be
submitted to the Medical
Director for resalution.
Findings will be reviewed
monthly at the PI/QA
meeting
F514
The lacility will maintain clinjcal
records on each resident in
accordance with accepted
protessional standards and practices
thal are complete; accuratily
documented; readily accessible; and
systematically organized.
The clinical record must contain
sufficient information to identify the
resident; a record of the resident’s
assessments; a record of the resident’s
assessments, the plan of care and
services provided; the results of any
preadmission screening conducted by
the State; and progress notes.
Corrective Action

L, The facllity reviewed
shower/bath documentation
for resident #2, there
were no negative outcomes
due to no documentation.
Interview with resident #2

FORM CM5-2567(02-99) Fravious Verslons Qbsolate

Evant {D: T33N1I

shows showers were offerel

Faellity 1027 and declined at times,
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445157 B. WING 08/06/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
200 STRAHL STREET
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Xy 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION | (x3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUL. PREFIX (EACH CORRECTIVE ACTION SHQULD BE | COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATS DATE
DEFICIENCY) !
The facility reviewed medical I‘
F 814 | Cantinued From page 18 F 514 record for Resident #4, they
were reprinted and signed by ‘
Observation on 8/22/16 at 8:05 AM and 12:28 the Physician. There were no -
PM, and on 8/23/16 at 8:18 AM revealed g e T ot g0t :
3 03 b rg|o P2 & h
Resident#2 was wearing clean clothing, no ﬁ'lfg:l‘_: ;;?';f“‘m:?’ s IFCéy:-iar
personal odors were noted, was ambulatoty, and I ¥ -
- and March 2016 I
was feeding herself her maal at bedside,
. . . The facility reviewed medical
Interview with Resident #2 on 8/22/16 at 12:28 record for Resident K 8, there
PM In the Resident's room when askad If the were no negative outcomes
facility offered the resident showers or baths due to no documentation of the
stated “...Yes..."

Activities of Daily Living, Bawel
movement, food and fluid

Medical record review ravealed no documentation Intake, shower/bath provided i
of showers/baths provided to Resident #2. 3‘0”1 1(11%';;;3/1} ?nReBi/IS/ itf:m |
rough & O Resident #i: I

Interview with the Director of Nursing (DON) and discharged from facility on i
Licensed Practical Nurse (LPN) #2, on 8/23/16 8/18/16,
beginning at 4:18 PM, in the Business Office o _
Manager (BOM) office confirmed the facility failed The facility reviewed medical
to maintain documentation of showers provided, record for Resident # 8, there
therefore the medical record was not complete, :ﬁ::fm“goltm tive oi'“f"” ?

' o ocunentation for
Medical record review revealed Resldent #4 was the ’i'{3 ?.PM fingerstick BS BI)
admitted on 3/17/15 and readmitted to the facility g;'-'lléih('og] f_*_/llﬁ/ ;6 to
on 7/28/16, with diagnases Including disr:l.mrgnn; b f.:(_')‘;: ';:ﬁﬁt ..
Schizophrenia, Dementia, Anxiety, Disturbance of 8/18/16. yon
Conduct, and Seizure Disarder, '

Medical record review revealed no signed
Physician Orders for January, February and
March 2016.

Unit Managers on 8/22/16 to
ensure shower/bath
documentation was coniplete
for each resident,

|

|

|

|

|

|

2% Anaudit was conducted by the [
[

!

Interview with LPN #3 on 8/24/16 at 9:30 AM, in |
1

|

|

the BOM office confirmed the signed Physician An audit was conducted by
Orders could not be found and the facility failed to Medical records to ensure
maintain an accurate medical record. Physician Order sheets are
signed and in the chart for each ;
Medlcal record review revealed Resident #8 was L;::::I;IL El::as,m?m e i
admitted to the facility on 8/5/16 with diagnoses TR presen 5
EORM CMS-2567(62-99) Previous Versloas Obgnlala Event ID: Ta3N11 Factlity 10 TNS401 If continualion sheeat Page 19 of 20
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORRECTION I s
PREF(X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATe
DEFICIENCY)
‘ An audit was conducted by unit
F 514 | Continued From page 19 F 514 managers to ensure Activities
including Depression, Neuromuscular of Daily Living, Bowel
Dysfunction of Bladder, Diabetes Mellitus Type 2, x|
Obsessive-Compulsive Disarder, Conductive :l” ﬁ“‘f“‘[’fv_fr'./ _b",UTI‘”e o
Hearing Loss, History of Venous Thrombosis and SOSHIERSEE (ipeaghiresilent.
Embolism, Benign Prostate Hypertraphy, and A audit - )
2l L . = . t « W {. 5 | 2 t
Insomniz. The resident left the facifity Against n1l;|1:;ér\t1/‘)|:r:sﬂg lilartgerl-)gtit?:
Medical Advice (AMA) on 8/18/186, results weve dpcumented for
all residents that have an order
Medical record review ravealed no documentation for fingerstick (blood sugar)
of the Activities of Dally Living (ADL), no An in-service for all CNTS and
documentation of the numbpfr of bowel Licensed nu’rse_s wasdconducted
movements, no documentation of the food and by the DON regarding
fluid Intake, no documentation of shower/bath complete documentation of
pravided from admission on 8/5/16 through Activities of Daily Living, Bowel
8/18/16. movement, food and fuid
X intake, and shower/ bath.
Interview with the DON on 8/25/16 at 8:10 AM, in ; / 1
the BOM office confirmed the facilty failed to An in-service was conducted
have a complete and accurate medical record. for all licensed nurses
Medical record review of the B/11/16 Physician Lﬁf ‘S'ld ll?(?d hi ”:;Zﬁi:;?;t: '
Telephone Orders revealed "...1.) ...[various types sheet :gn L,’hepmg(“m record !
of blood tests]..,2.) Fingerstick BS (Blood Sugar) - ' !
"
BID {2 times dally)... An in-service was conducted by
[ N e ;@5
Medical record revisw of the 8/2016 Medlcation fze a?g:} ',O(L)acllll:;f Lf[?;’]etmuor: “
Administration Record for Fingerstick BS BID e stk peete |
revealed no documentation for the 4:30 PM result s B !
from 8/16/16 to &/18/16. The Unit managers or designes |
— v "‘ [ : H:‘\C ..: F 3
Interview with the DON on 8/25/16 at 8:10 AM, in i LA '
pe ; Activities of Daily Living | y
the BOM office confirmed the facility failed to documentation, Bowel ;
have the results of the ordered blood tests in the T s
metducal re[actord therefore the medical recard was foad and fluid intake and finger |
not compiete, stick documentation for 4 I 0/20/16
weelts and then weekly to v
ensure compliance, Results will |
be reviewed in the monthly !
QA/PL meeting, !
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